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background: Aortic stenosis (AS) induces adaptive left ventricular (LV) remodeling, the patterns of which impact clinical outcomes. However, data 
regarding the prevalence of LV remodeling patterns and associated clinical factors in patients with AS are limited.
methods: The PARTNER randomized trial and continued access registry included high-risk (n=2,184) and inoperable (n=508) patients with 
symptomatic severe AS. We analyzed baseline echocardiograms and clinical data. Patients were stratified using LV mass index and relative 
wall thickness into four LV geometric patterns as recommended by ASE guidelines: normal geometry, concentric remodeling (cLVR), concentric 
hypertrophy (cLVH), and eccentric hypertrophy (eLVH).
results: Of 2,692 patients (mean age, 85 years; 52% male) with mean LV ejection fraction 52±13%, normal geometry, cLVR, cLVH, and eLVH 
were present in 12, 37, 40, and 10%, respectively. Indexed aortic valve area did not differ between groups. Patients with cLVH were more frequently 
female, free of coronary artery disease, and had lower body surface area. The 6-minute walk distance was shortest in those with cLVH (P<0.0001), 
but functional class did not differ. Prior myocardial infarction was most frequent in those with eLVH, as was pulmonary hypertension, moderate/
severe mitral regurgitation, and low LV ejection fraction. Those with cLVR were least likely to have prior pacemaker and significant mitral or aortic 
regurgitation; whereas, normal geometry patients more frequently were male and had higher body surface area, diabetes, coronary artery disease, 
tobacco use, and prior pacemaker. Aortic valve gradients and stroke volume index were highest in those with cLVH and lowest with normal geometry; 
however, paradoxical low flow, low gradient AS was most common with cLVR.
conclusion: In patients with symptomatic severe AS, geometric patterns of LV remodeling are independent of aortic valve area, but influenced by 
gender, body size, clinical factors, and other valve lesions. Left ventricular geometry is associated with aortic valve gradients, flow, and functional 
capacity.
